INTRODUCTION
Septoplasty is the surgery for correction of deviated nasal septum under local or general anesthesia. It is a conservative surgery in which only deviated part is removed leaving behind as much cartilage and bone as possible. Conventional septoplasty is performed under standard headlight vision and involves septal correction after elevating the mucoperichondrial and mucoperiosteal flap.
Endoscopic septoplasty is a minimally invasive technique that helps us to correct septal deformities under direct endoscopic vision.
Endoscopic septoplasty is not only useful for treating symptomatic nasal obstructions but also for improving intraoperative surgical access to the middle meatus, as a preliminary step to endoscopic dacryocystorhinostomy and endoscopic sinus surgeries.
In addition improved visualization permits limited and minimally invasive surgery for isolated septal deviation or for revision surgery after septoplasty with persisting deviation. Minimal dissection results in less postoperative edema, less need for packing and decreased hospital stay period with early resumption of normal routine activity.
Endoscopic septoplasty is an excellent teaching tool when used in conjugation with video monitors and recording.
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TECHNIQUE
Position of patient:
Supine position with head end elevated about 15 degrees.
Premedication: Atropine, Fortwin, Phenargan.
Nasal packing: Ribbon gauze soaked in 4% xylocaine solution with adrenaline.
Anesthesia:
1. Local with sedation. 2. General.
Incision:
1. Proximal to the most deviated portion of septum. 2. At the spur inferiorly in cases of isolated spur.
Dissection:
• Mucoperichondrial and mucoperiosteal flaps are elevated with Cottle's elevator under direct vision with the help of 0° Telescope. Suction elevator can be a good substitute. • The septal cartilage is then incised few millimeters posterior to the mucosal incision.
• The deviated portion is removed with the help of endoscopic scissors or forceps, taking care not to traumatize the opposite flap.
• Deviated portion of vomer or perpendicular plate of ethmoid are removed when necessary using a fine chisel.
• Powered instruments can be used, although care must be taken not to traumatize the adjacent mucosal tissue.
• Reconstruction of septum and closure of flap is delayed till the completion of sinus surgery.
• At this stage morselized cartilage can be replaced as needed.
• The postoperative photograph is shown in Figure 2 .
RESULTS
A total of 19 cases were operated for endoscopic septoplasty. In 6 of these no other procedure was performed. An isolated spur causing pressure over the lateral nasal wall was the usual indication for endoscopic septoplasty in these cases.
Septoplasty was carried out with FESS in 10 patients. Most of these had a septal deviation blocking the osteomeatal complex on the lateral nasal wall.
Two of the patients had a dacrocystorhinostomy performed and one had CSF leak repaired through the intranasal route. In all three of these patients septoplasty was required to provide space for instrumentation in the nasal cavity.
Two of these patients were operated in local anesthesia with intravenous sedation. Rests of the 17 patients were given general anesthesia.
Majority of the patients were discharged after an uneventful 6 hours postoperative period. All of them could resume routine household activities from the second day.
Some patients were discharged on the next morning. This usually included a few apprehensive patients who complained of pain.
All the patients were given a week of broad spectrum oral antibiotic like Cefatamet and Axylox with systemic analgesic and antihistaminic.
A single patient with CSF leak repair required prolonged hospital stay.
DISCUSSION
Septoplasty has come a long way from the time when punch forceps were used to remove the deviated part of septum to the recently performed powered functional endoscopic septal surgery (PENSS).
1 Successful septoplasty involves 
